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SURGICAL ETHICS CHALLENGES
Management of disagreements between attending
and consulting physicians
James W. Jones, MD, PhD, MHA,a Laurence B. McCullough, PhD,a and Bruce W. Richman, MA,b
Houston, Tex; and Columbia, Mo
You disagree with a referring internist about whether a
mutual friend should have a carotid angioplasty or a
standard carotid endarterectomy. The patient has a
99% stenosis from a complex plaque of the left internal
carotid artery with recent-onset TIAs. The internist is
the attending physician and is well known for a pro-
gressive attitude toward innovative treatment. The pa-
tient has asked that the internist seek your consulta-
tion. The carotid angioplasty procedure has been very
recently introduced at your institution. Your recom-
mendation for surgery has been dismissed by the at-
tending, who is the senior partner in the medical group
that provides your largest referral base. You should do
which of the following?
A. Inform the patient and his family of your opinion.
B. Consult another surgeon and do not relate the impasse.
C. Make your recommendation to the internist in writing
and inform him that you are withdrawing from the case
immediately.
D. Negotiate with the internist on how to present both
alternatives to the patient.
E. Place an anonymous note on the patient’s food tray.
Disputes between physicians and surgeons about how
best to manage patients’ problems have remained a staple of
the medical and ethical literature for centuries. At one time,
surgery was not included in the curriculum of medical
education. Surgeons had their own guilds and colleges and
were neither licensed nor certified in the same manner as
physicians. The Hippocratic Oath itself admonished physi-
cians to refrain from surgery, and the two professions saw
themselves as competitors rather than colleagues. Neither
group was fully committed by present day standards to the
concept of the caregiver as fiduciary, protecting and pro-
moting the best interests of the patient. Without shared
professional knowledge and training, consultation and col-
laboration were rare, disputes frequent, and vitriol and even
violence routinely characterized the interactions of physi-
cians and surgeons.
Physician-ethicists such as John Gregory (1724-1773)
in Scotland and Thomas Percival in England (1740-1803)
lamented the often hostile relationship and called on both
surgeons and physicians to base clinical judgment and
practice as much as possible on scientific evidence and use
their knowledge and skills primarily for the benefit of
patients rather than for financial or other gain.1,2 Percival,
who wrote the first of the many books in English to be
entitled Medical Ethics, also published a handbook of con-
duct to encourage cooperation between physicians and
surgeons in the care of hospitalized patients,3 arguing that
both professions based their work in common ethical prin-
ciples.
Jecker and Allen,4 in the tradition of Gregory and
Percival, have emphasized that referring physicians and
surgeons should openly address differences arising from
cases like ours. The surgeon should discuss with the attend-
ing internist all of the reasonable options for managing
their patient’s disease. The surgeon should explain to the
internist why he believes surgical management is signifi-
cantly more likely than medical care to successfully establish
control of the abnormality. He should include in his con-
sultation report the clinical risk factors, published data, and,
respectfully, any concerns about the adequacy of available
facilities or professional experience. Jecker and Allen write
that a major ethical consideration in preventing and man-
aging disputes is “maintaining high standards of compe-
tence in order to promote the patient’s interests.”4
Choice A, independently advising the patient and his
family of your opinion when differing from the attending
physician, places upon them the difficult burden of making
a major medical decision that even his doctors seem unable
to reach. The patient’s personal request notwithstanding,
the internist has engaged you to advise him, and as the
attending physician it is he who should receive your evalu-
ation and recommendation. He should likewise receive
from you an opportunity to probe more deeply, and per-
haps debate still other alternatives, with you. The patient’s
entitlement to information upon which to base his consent
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for treatment can be defeated rather than promoted by raw
data from contending specialists. Although this patient has
requested your involvement, the attending physician is his
choice to manage his care. The role of the consultant is to
assist the attending physician in formulating a plan of care.
Choice B avoids the dispute, but in a manner that is
disrespectful to the attending internist, and places the sec-
ond surgeon at risk for being drawn into a dispute without
his knowledge or consent. You deepen that risk by with-
holding the complete history of the case. Furthermore, the
privilege of engaging consultants is exclusively the attend-
ing’s, upon whom you are practicing a second deception by
surreptitiously seeking additional support with which to
defeat his conclusions.
Choice C is an expression of personal pique unbecom-
ing of a medical professional and certain to disrupt any
future relationship you might envision with this internist
and his practice group. Although you are neither obligated
nor entitled to send him a falsely flattering report to ensure
future referrals at this patient’s expense, you do owe him
collegial courtesy. This course is clearly intended to provide
you with liability coverage in the event that the carotid
angioplasty promoted by the internist is tried and fails; in
that respect, such a consultation report would be accurately
viewed as accusatory and hostile toward the attending
physician. Furthermore, your sudden withdrawal from the
case immediately after submitting your statement abrogates
your responsibility as a consultant by making you unavail-
able for further discussion, clarification, or exploration of
other options. In the codes of ethics formulated by the
American colonial medical societies, members were fined if
they engaged in fisticuffs during meetings and expelled if
they engaged in duels to resolve scientific disputes. The
display of stubborn petulance described in Choice C is
consistent with the censured behavior of a rowdier age.
Choice E is childish behavior thoroughly contrary to
your professional role. It will generate massive anxiety in
the patient by encouraging complete mistrust in the pro-
fession to which he has entrusted his life, without even
identifying the medical and scientific authority behind
whatever information or recommendation the note con-
tains. Like Choice C, this method places the surgeon’s
egotistical interest in having the last word in the position of
primacy. Communication of this sort serves neither your
professional nor your personal relationship with this pa-
tient.
The primary focus of the surgeon’s concern should be
on protecting and promoting the patient’s health by fulfill-
ing the consultant’s role in all its aspects. The internist is
responsible for presenting the patient with all of the medi-
cally reasonable alternatives for managing his disease. Your
colleague’s ability to fulfill this obligation will be strength-
ened by providing him with your complete, evidence-based
evaluation of the relative clinical value of carotid endarter-
ectomy and carotid angioplasty, for this patient and under
the presently available conditions. Your evaluation of treat-
ment options can and should include the observation that
risk may be increased when even the most skilled interven-
tionist is in the early stages of learning to implement a new
procedure. Having pointed this consideration out to your
colleague, it then becomes his responsibility as the attend-
ing to convey it to the patient. He may choose to seek your
further advice about how best to do so, and it is important
for this reason that you maintain your availability. Should
you suspect that the internist is insisting upon angioplasty
in an overabundance of financial self-interest, you should
temper that concern with an awareness that selection of a
surgical procedure could be similarly construed as an ex-
pression of yours.5 Mutually respectful, informed, and pa-
tient-centered cooperation is the most desirable course,
clinically and ethically, making Choice D your best choice.
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